4EALTH CARE FINANCING ADMINISTRATION

TRANSMITTAL AND NOTICE OF APPROVAL OF

STATE PLAN MATERIAL
FOR: HEALTH CARE FINANCING ADMINISTRATIQN

RN

1. TRANSMITTAL NUMBER: 2. STATE:

9 0 —2 _3__ .

3. PROGRAM IDENTIFICATION: THLE XIX OF THE SOGIAL
SECURITY ACT (MEDICAID)

T0: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATIdN
DEPARTMENT OF HEALTH AND HUMAN SERVICES

2. PROPOSED EFFECTIVE DATE
April 1, 2000

SEE REMARKS

Ne

5. TYPE OF PLAN MATERIAL (Check One):

[0 NEW STATE PLAN

(J AMENDMENT TO BE CONSIDERED AS NEW PLAN

e FRRTANEE

(3 AMENDMENT
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COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Trans)mt}al for e

Harihimony)

6. FEDERAL STATUTE/REGULATION CITATION:

42 CFR Part 447,300

7. FEDERAL BUDGET, IMPAGT: . 0w .
a. FFY __1999-2000 $ 2...&11___
..b. FFY __20005208% - 9 800 . i

N
N

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT
Attachment 4. 19-B Page 8.1—1\

SEE REMARKS

9. PAGE NUMBER OF THE SUPERSEDED PLAN secnou
‘| ORATTACHMENT (I Applicable)s. . i .

\!h.

No Previous Page
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10. SUBJECT OF AMENDMENT‘ EL B e /S TAN TS U oA U o T RS ETRA 1Y 4 1\3\-“3”-"“ Al
Rates of Payment m- -mn-m Providers R C AR A ST RIS AN S
R lbe e’ anddetivoi naa orlOOEED - walveEl siantanais L e

11. GOVERNOR'S REVIEW (Choak Oho)'

UK a0 ¢ i RGN ) IO N O
[J GOVERNOR'S OFFICE REPORTED NO COMMENT ST OTHER, Kgépé@"‘&b‘ B et |
COMMENTS OF GOVERNOR'S OFFICE ENCLOSED B T Y e R T TE S B T VI
O Nno REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL
12. STGNWREOF STATE/W FICIAL: 16. RETURN TO:
G e NG g N A PRI I TS0 B T RN T TGS PR SRR
13. TYPED NAME: New York State Department of Health
Antonia C. Novello, M.D., M.P.H,, Dr. P.H, | Comnilng Tower Coot
T2 TITLE: Enpire Stttngil-az?? e T
Cammissioner Albarty, k 1223
15. DATE SUBMITTED: I A SR IR ORI P ot
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FORM HCFA-179 (07-92)

Instructions on Back



Tyvpe of Service

C - ¢ Treatment for Adults, Clinic
Tr=ztment for Children, Clinic
arz Continuing Day Treatment Programs

wn 00-23
L T R

New York Attachment 4.19-B

Page 3J-A

Method of Reimbursement

Effective April 1, 2 MH will incr th
f id t rt inn -for- t outpatient
non-r tial rams which are not eligibl
for reimbursem t rehensiv
outpatient programs under the regulations of
the Offi f | Ith: and will al
incr: f for programs which ar
designat r nsive outpatient
r t h f in r woul
i t t nt t

on- comprehensive programs. In return for
these fee increases. the non-comprehensive
r ill r t itional
a n ment t t
provide emergency response services for
ca “critical” icipate in
conjunction with other m health provider:
in_the local planni rth in Stat
laws and regulations and provide other

iti nno
instan ill T i t
erform servi rt rmed
by progr. i rehensiv

outpatient programs.
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